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‘'WRITE PLAINLY—USE MADWG BLACK INK—MAKE A PERMANENT RECORD

BuUREAU oF THE CENsus

DEPARTMENT OF COMMERCE

THE STATE BOARD OF HEALTH OF MISSQURI 209699

Primary Registration District No...._.......,..ﬁ..............1 nn q Registrar’s No.

FILED AUG 21 1947 STANDARD CERTIFICATE OF DEATH State File No

Registration Distriet NO e

YGAY

1. PLACE OF DEATH:
(a} County

{5) Cityortown._ L. Louis

{If sutkids city or town limits, write “RURAL" ond name of township)
{¢) Name of hospital or institution:

De Paul Hospital é

(Ef not in hoapital or inatitution, write slreat number or location)

(d) Length of stay: In hospital or institution

2,

(a)
©)

(d}

USUAL BES[DE{:I& &';ECEASED:
State MO : (&) County, m
City or town St . LOll‘iS '/7

{if outaide city or Lowa limits, weite “*IRURAL')

street No... L8078 _Clara Ave. f

{[f raral, give location)

—

itizen of foreign country?. Ko {Yeaor Nu)()

hoger York

7. Birth date of deceased

May 11, T80

. {Monih)

(Day} . -~ (¥ear)

L/ 46 | 2

8. AGE: Years Montha

Days If less than one day

- w
@ ............ AT e e.min.

v

-9 Bmhplaoe;.w..__ﬁ_t;gl_LQRiﬁ_.__l -

11, Industryorb

Immediate cause of death

;_;?ez""imai:%r Site- inmb_r:past N

{Specily whether {)

In this community

years, monihs or days) If yes, name country.

MEDICAL CERTIFICATION
3. {a) PRINT
FULL N ...Latkerine York . ...
T 20. DATE OF DEATH: Monthwﬂ%...r....aday i

N 3. t ’

3. () 1f veteran, © 2 ¥ year. ¢ 7 hour. / > #:_w te. M
name war. No.
21. I hereby certify that I attended the deceased from.
P / 5. Color ow 6. {a) Single, w!dﬁ:d married, oj" - .4 19‘*7 to..... Chetet 2 19%. ?

4. Sex j face divorced that [ last saw h.A _alive Om“% i e 1975 7/
6. (5) Name of husband or wife .. ooooooocererne 6. () Age of husband or wife if and that death occurred on the date and ho state above

Duration

12, Name

i

15. Bf_rfhn‘[arr

5;\10TH.ER FATHER
e,

‘l

A

17. (o}

Mo [ Say
(City, town, or county) {Stata or foreign cennu-y) - ] r
- . fn - ) X e v . 4
10, Usual occupation. hO use W_l i & c::mﬂ;i:::y within 3 months of death) f)
. PHYSICIAN
1 - James J. Donnelly ! Malst f;;‘;‘tfém'-_'m....w - —
nderline
: th to
1. maiac_SEe LoULS, Mo. u()) —— i
ty, town, county. or {orcign country, Of t shou P
(4, Maiden name KRR Q@DORNELL T autopey — Chareet o
T ‘St. Louis;;Mo. 1) stically.
= - 22. If death was due to external causes, fill in the following:
ST {City, lown.nrmnw) 5‘ . . A‘“ (Slluqrfnrum mnnuy) ) . }
16, (,,) };\f:nm,m Ben +Ste ine I‘ - .' _ Tr (¢) Accident, suicide, or homicide (specify}
% Adm N F2 62 1 dedinag — || ® Dateof ocsurrence
$ i - ,
ial . {#) Date theréaf. g8-1 1947 {c) Where did injury occur T prom— e
(Burial, cremation, or removel) . (Maath) (Day) (Yeaz) {¢) Did injury occtr in or about home, on farm, in industrial place. in public p.laoc?
(&) Place: burial or cremation Calvary’ Cemeterv : - /}
“ T S {Specily t f place)
18, (&) Sighatire of funersl director BAL LA 583 %-S¥eahan - While at work? e, (€3, MEANS Of IV
!{T)jb 1 A ]i.:l.—njt 23. Signature_ i Eca . F iy (M. D. oroﬁ )t
19: D-umdloulremw) @ :- rislier's sighalire) ‘Address...._. /I_.I._ - . Date signed._ ? "

(Licensed Embalmer’s Statement on Reverns Side) o \ '
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‘ - STATEMENT BY LICENSED EMBALMER

hal
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by
-~ .

I

A :
2 ', Registered Apprentice No

4.

1
P

. s
warking under my personal supervision,

“P.O. Address
Note: The above MUST BE SIGNED BY THE LICEI\SED EMBALMER in his OWN HANDWBITII\G (Failure to comply with

the above constitutes grounds for revocation of license.)
If this body is not emhbhalmed, fact should he so stated above. ) . R




